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Procedural step. First we tried to open the LAD. The guide wire
penetrated into the micro-channel. Then rota-ablation was performed
to debulk the calciﬁcation with a 1.75 mm burr. For RCA, retrograde
route was attempted initially via RV auto-collateral. Kissing wire was
attempted. However, each guide wire could not go into the micro-
catheters in the opposite site. Finally, we put the retrograde micro-
catheter at the intersection point. The antegrade wire went into the
micro-catheter smoothly and completed rendezvous. Full metal jacket
was performed for diffuse lesion, and the ﬁnal result was good.Case Summary. PCI for CTO lesion by using drug-eluting stents may be
a treatment alternative for patients with multi-vessel disease and
multiple CTOs, but long-term follow-up is mandatory.
Kissing wiring strategy is fundamental in the retrograde approach of
CTO PCI, and micro-catheter may offer another route for rendezvous
inside the CTO lesion.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Y.T
Relevant clinical history and physical exam. A 47-year-old man presented
with an exertional chest pain for 1 month. However, he did not visit a
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pain. His coronary risk factor was smoking.
Relevant test results prior to catheterization. Baseline ECG showed QS
pattern in V1-3(Fig1). Echocardiogram revealed antero septal and
inferior wall a kinesia with severe LV function (ejection fraction 35%).
Relevant catheterization ﬁndings. Left angiogram showed a CTO lesion
in the just proximal LAD, and a CTO lesion in the proximal OM branch
(Fig2, 3). Right angiogram showed a CTO lesion in the mid RCA (Fig4).
The RV branch and the high lateral branch were well ﬁlled through the
rich collateral channels of the LAD. And the high lateral branch was
well ﬁlled through the rich collateral channels of the RCA.[INTERVENTIONAL MANAGEMENT]
Procedural step. The target legion was the CTO lesion in the mid RCA
at the ﬁrst PCI. An IABP into the left femoral artery for hemodynamic
support during the intervention. Then an 8Fr sheath was inserted into
the right femoral artery, and an 8Fr IM SH was engaged in the right
coronary artery. And then, a 5Fr sheath was inserted into the right
radial artery, and a 5Fr JL4 diagnostic catheter was engaged in the
LCA. A 0.014 inch guide-wire XT-R with a 135cm microcatheter Corsair
was cross though the CTO lesion, successfully. Using the anchor
balloon technique by a 2.5mm balloon at the RV branch, the Corsair
could be passed the lesion. Next, predilation with 2.0mm balloon was
performed. After that, three drug-eluting stents were deployed. Final
angiogram showed successful revascularization at RCA CTO lesion
(Fig5). Second PCI was performed for the LAD ostial CTO lesion one
week later. An 8Fr VL3.5 SH was engaged in the LCA and a 5Fr JR4
diagnostic catheter was engaged in the RCA through the bi-femoral
approach, respectively. A 0.014 inch guidewire ROUTE was cross at
the high lateral branch. A XT-R with a micocatheter Crusade could be
cross the lesion. After predilation with 2.0mm balloon, two drug-
eluting stents was deployed. Next, CTOPCI was performed for the
proximal OM branch. A XT-R with a Corsair could be cross the lesion.
A 1.5mm balloon was dilated at the lesion. Final angiogram showed
successful revascularization at the LAD and LCX CTO lesion (Fig6).
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mid CTO, LCX OM proximal CTO) were treated by staged PCI.
At ﬁrst, RCA mid CTO was performed supported IABP.
Next, LAD ostial CTO and LCX OM proximal CTO were performed
one week later.
We could treat young-onset triple vessels CTO by staged PCI.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Z. J.
Relevant clinical history and physical exam. 60’ years old man, He suf-
fered from effort angina in December 2013. In this month CAG had
done. CAG showed LCX mid part CTO and LAD ostial lesion. At the
same time PCI was performed for LCX. But this session was unsuc-
cessful. So PCI for LAD was performed. In November 2014 second
attempt for LCX CTO was performed.
Relevant test results prior to catheterization.
Relevant catheterization ﬁndings:
LCX CTO lesion was tapered type, 20mm lesion length, no severe
calciﬁcation and distal part narrowing. Collaterals were AV to LCX
epicard (good) and distal AV to LCX(ﬁne).
